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ABSTRACT 
Background and Purpose.  Early detection of breast cancer has saved countless lives annually.  
Nationally, women of color experience higher rates of invasive breast cancer and mortality.  The 
purpose of this study was to explore the perceptions of breast cancer screening among women of 
color (African American, Hispanic and Pacific Islander women) in order to promote preventative 
and supportive measures.  Puget Sound Affiliates of Susan G. Komen® explored breast cancer 
and breast cancer screening habits among 16 counties in Washington State through focus groups 
and semi-structured interviews in a community needs assessment in 2011.  Findings from the 
community needs assessment identified counties with disproportionately high occurrence of 
newly invasive breast cancer diagnosis or invasive breast cancer, and worse outcomes among 
women of color.  Methods.  Using qualitative data provided by Puget Sound Affiliates of Susan 
G. Komen®, this study explored the perceptions of 68 women of color ranging in age from 25 to 
74.  The data was analyzed using content analysis in Microsoft Excel and NVivo 10.™ 
Evaluation. Finding contributed to a greater understanding of the perceptions of breast cancer 
screening among women of color to improve breast health outcomes within the community.  
Clinical Implication and Recommendation.  The analysis of the qualitative data provided an 
informative guide to improve breast health care and implement new measures within 
communities among women of color through education and outreach.  
Keywords: breast cancer screening, women of color  
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INTRODUCTION 
Breast cancer screening involves tools to evaluate asymptomatic women for breast 
cancer.  Mammography, clinical breast examination, and breast self-awareness are approaches to 
breast cancer screening (American Cancer Society (ACS), 2013a).  Mammograms contributed to 
increased survival rates of women diagnosed with breast cancer (Roth et al., 2011; The U.S. 
Preventive Services Task Force (USPSTF), 2009).  Mortality rates decreased significantly with 
mammogram use (Nelson et al., 2009). Healthy People 2020’s target goal for breast cancer 
screening is 81.1 % for women aged 50-74 (U.S. Department of Health and Human Services 
(HHS), 2014). Washington State women ages 50-74 participate in breast cancer screening at a 
rate of 76% (+/- 2 %, age adjusted) (WSDOH, 2013). The most recent national average for breast 
cancer screening was 73.7 % for women aged 50-74 (HHS, 2016). Medical experts are uncertain 
why more women do not participate in breast cancer screening.  Health promotion is an effective 
way to encourage breast self-awareness, clinical breast examinations, and regular mammograms 
to assist women with early breast cancer detection (Kissal & Beser, 2011).   
The most effective breast cancer-screening tool used today is mammography.  Despite 
frequent changes in screening recommendations, there were benefits of mammography, which 
differ by age (Gotzche & Jorgensen, 2013; Miller et al., 2014).  There were many factors 
associated with the decision to participate in breast cancer screening and consensus shared-
decision making was encouraged (USPSTF, 2009).  Women between the ages of 40 and 49 had 
an average risk of breast cancer and based upon history and performing mammograms regularly 
provide little benefit (Gotzche & Jorgensen, 2013; Miller et al., 2014).  Women should have the 
opportunity to begin annual screening between ages 40 and 44 based on net benefit (Gotzche & 
Jorgensen, 2013; Miller et al., 2014). For women between the ages 50 and 69, mammography 
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has medically substantiated life-saving benefits.  Women between ages 50 and 69 should have 
regular mammograms.  Individual study findings on the benefits of mammography vary 
(Gotzche & Jorgensen, 2013; Miller et al., 2014).  Findings from the (USPSTF, 2009) (meta-
analysis that combined the results from six randomized controlled trails) revealed that women 
between the ages 50 and 69 who obtained regular mammograms had a 14% to 32% lower risk of 
dying from breast cancer than their peers who did not get mammograms.  The ACS (2014) 
recommended that women between the 50 and 69 obtain mammograms every year.  However, 
the USPSTF (2016) recommended mammography every two years for women between 50 and 
74 for maximum benefit, while women between 40 and 49 may obtain screening biennially 
based upon risk and choice.  The USPSTF (2016) reviewed the scientific evidence and 
concluded that mammography every two years provided almost as much benefit as 
mammography every year while cutting the risks in half from age 50-74.  
The clinical breast examinations performed by healthcare providers are valuable and 
detect about 5% of breast cancers (U.S. Department of Health and Human Services (HHS), 
2014).  Medical professionals recommended a clinical breast examination every one to three 
years for women 20-39 years of age and then every year starting at 40 years of age as part of a 
well-woman examination (American College of Gynecology and Obstetrics (ACOG), 2015).  
But, breast self-examination was considered controversial and was not recommended by the 
USPSTF (2009) because of false positive findings. However, it was recommended as optional at 
age 21 by the ACS (2013).  Breast self-examination was not associated with decreased mortality 
(USPSTF, 2009).  Breast self-awareness replaced the breast self-examination, which involved 
the understanding of the normal appearance and feel of the breast to alert the health provider of 
changes (ACOG, 2015). 
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The ACS (2015) estimated that over 230,000 American women would receive a 
diagnosis of invasive breast cancer, with a mortality rate of over 40,000 for 2015.  The national 
mortality rate was 21.9 per 100,000 or slightly over 40,000 women in 2013 (ACS, 2013a).  
Breast cancer was the second leading cause of death for women in Washington State, and 
according to 2010 data from the Washington State Department of Health (WSDOH) (2013), the 
incidence of breast cancer was 166 per 100,000 (age adjusted incidence rate) women which has 
been higher than the national average since 1992. In addition, Washington State ranked in the top 
ten states with high rates in newly diagnosis of invasive breast cancer (WSDOH, 2013).  The 
incidence of invasive breast cancer was 133 per 100,000 for Washington State, while the 
counties served by Puget Sound Affiliates Susan G. Komen® was 137 per 100,000 (Appendix B, 
National Cancer Institute Surveillance, Epidemiology & End Results Program, 2012; Puget 
Sound Affiliate of Susan G. Komen®, 2014;WSDOH, 2013). 
The Puget Sound Affiliate of Susan G. Komen®(2011) explored breast cancer screening 
and breast health practices among women in focus groups and semi-structured interviews within 
counties to improve breast health in a community needs assessment profile.  Community needs 
assessments are conducted every three to five years to determine how to best serve the 
community through education and funding.  The findings in 2011 revealed a disproportionately 
high proportion of invasive breast cancer and worse outcomes for women of color in the Greater 
Seattle metropolitan and surrounding areas when compared to the population of Washington 
State (Puget Sound Affiliate of Susan G. Komen®, 2011).  As a follow up to the 2011 
community needs assessment, women of color from the four counties of interest participated in 
focus groups and were interviewed to explore their experiences with breast health and breast 
cancer screening practices. Each geographic community was chosen because despite overall 
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improvement in survival rate, some populations continue to experience high proportion of 
invasive breast cancer and low survival rates. Five focus groups from the targeted counties were 
held from July 2014 through December 2014.   
The community needs assessment quantitative supplement report of the Puget Sound 
Affiliate of Susan G. Komen® identified breast health disparities among women of color. The 
total female population was 2,332, 058 in the areas served by the organization.  There were 
1,750, 429 non-Hispanic white, 157, 931 Hispanics, 119, 996 African Americans, and 264, 619 
American Indian/Alaska Native and Asian/Pacific Islander (Puget Sound Affiliate of Susan G. 
Komen®, 2014).  There were four counties chosen from the community needs assessment 2011 
due the high proportion of women diagnosed with new or advanced stages of breast cancer 
(Puget Sound Affiliate of Susan G. Komen®, 2011).  African Americans, Hispanics, American 
Indian/Alaskans and Pacific Islanders had high proportions of breast cancer diagnosed at 
advanced stages and less likely to survive beyond five years (Puget Sound Affiliate of Susan G. 
Komen ®, 2014). A total of 5,038 non-Hispanic women, 240 African American women, 194 
Hispanic women, 112 American Indian/Alaska Native and 407 Asian women were affected 
(Puget Sound Affiliate of Susan G. Komen ®, 2014).  The King, Pierce, and Snohomish 
Counties had the greatest number of women with breast cancer in later stages, while Grays 
Harbor had the higher incidence of new cases of invasive breast cancer among women (Puget 
Sound Affiliate of Susan G. Komen ®, 2014).  
The Greater Metropolitan Seattle Area (King, Pierce, and Snohomish Counties) was the 
most densely populated of all the counties with a heavier toll of invasive breast cancer at 
advanced stages for women of color. It is significant to note that the five-year survival from 
2006-2010 revealed women of color faring poorly within the counties (Appendix C). For the 
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purpose of this qualitative study the findings examined were specific to African American, 
Hispanics and Pacific Islander women. The African American women were above the average 
proportions of advanced breast cancer at 44.9 percent from 2007-2011 in the Komen Puget 
Sound area. In addition, African American women were among the group at the low survival rate 
beyond 5 years at 88.6 % for the years 2006-2010. The Hispanic women were diagnosed with 
breast cancer in advanced stages at 41.5 % which was a high proportion from 2007-2011, while 
the 5 year survival rate was above the other groups at 93.1 % from 2006-2010. The Asian/ 
Pacific Islanders as an entire group had lower rates of advanced stage breast cancer, lower 
incidence of newly diagnosed invasive breast cancer and higher 5 year survival rates. The 
disaggregated statistics were used to obtain finer details about Asian /Pacific Islander subgroups 
and found variations. The Pacific Islander had the highest rate of newly diagnosed invasive 
breast cancer among the group at 58.2% from 2007-2011. Furthermore, the disaggregated data 
revealed Pacific Islander women had worse survival outcome among the group and other ethnic 
groups which was 82 % at a five year survival rate for 2006-2010 (Puget Sound Affiliate of 
Susan G. Komen®, 2014). 
  Washington State has new health policies to address breast cancer screening and breast 
health (WSDOH), 2014; 2015).  The comprehensive cancer control program for Washington 
State was created specifically to determine how to reduce the burden of breast cancer.  The 
specific objective of the task forces was to heighten awareness of screening and follow up among 
clinical and public health professionals in Washington State (WSDOH, 2015).  A goal of the 
Patient Protection and Affordable Care Act, enacted in 2010 was to improve access to care by 
providing free coverage for breast cancer screening and counseling for new health plans for the 
early detection of breast cancer (WSDOH, 2014).  Healthy People 2020, a program of the Office 
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of Disease Prevention and Health Promotion, set a goal for 81.1% participation in breast cancer 
screening among women (WSDOH, 2013).  
There was a lack of full participation in breast cancer screening despite availability.  
Uninsured women got mammograms about 28.9% of the time, while 68% of insured women 
participated in mammogram screening (ACS, 2013b).  In 2011, of the 16 Washington State 
counties served, 11% of women of in the community needs assessment had insurance and the 
means to obtain a mammogram (Puget Sound Affiliates of Susan G. Komen®, 2011).  The 
Washington State Department of Health administers the Breast, Cervical, and Colon Health 
Program (BCCHP) and has oversight of breast cancer screening among the population of 
underserved and low-income women.  The program provided free mobile breast mammograms, 
clinical breast exams, and breast self-awareness education to eligible women, and is funded by 
the Centers for Disease Control (CDC) and Susan G. Komen Affiliates (WSDOH, 2014).  Under 
the Affordable Care Act, women are also eligible for a wellness visit that includes free breast 
cancer screening.  However, the Washington State legislature is planning to eliminate the 
BCCHP in 2015 because more women have healthcare access through the Affordable Care Act.  
Although health insurance is available, one prediction is that some women will not purchase 
health insurance from the exchanges for various reasons; therefore, a few women will be 
uninsured or underinsured (WSDOH, 2014).  The women who fall into this category will have 
limited access to breast cancer screening and will be subject to untoward outcomes, such as 
advanced stages of breast cancer, and increased healthcare expenditures (WSDOH, 2014). 
Problem Statement 
Despite advanced technology and innovations, breast cancer continues to be one of the 
leading causes of death among American women.  In the United States, breast cancer is highest 
AN EXPLORATION OF PERCEPTIONS ABOUT BREAST CANCER SCREENING 11 
 
among Caucasian females over 45 years old (ACS, 2015).  Nationally, Asian Americans and 
Pacific Islander women experienced the lowest incidence of mortality from breast cancer, while 
African American women have the highest incidence of mortality (ACS, 2013a), followed by 
Hispanics, American Indians and Alaskan Natives.  In addition, African American women were 
at a greater risk for challenges because of a susceptibility to histological aggressive triple 
negative breast cancer, which is difficult to treat (Sineshaw et al., 2014).  Thus, it was imperative 
to know the needs for value-driven allocations for patient centered resources.  Understanding 
perceptions of breast cancer screening among Washington State women of color can shed light 
on best practices for tailored education and health promotion especially regarding breast cancer 
screening for this at risk group of women.  Analysis of this subject was essential to establish best 
practices in education and health promotion especially regarding breast cancer screening for this 
population of vulnerable women. 
Purpose of Study 
The purpose of this qualitative data analysis was to explore the perceptions of breast 
cancer screening among women of color in four counties with a high proportion of invasive 
breast cancer in Washington State.  There was also a need to gain a deeper understanding of how 
participants’ perspectives affected their choices to engage in or forgo early detection and to 
improve or mobilize community resources.  While breast cancer screening was readily available 
and was provided on a non-fee basis, the question remains of why there was underutilization of 
breast cancer screening.  The focus of this qualitative data analysis was to examine participants’ 
perceptions through the framework of the Theory of Self Care concepts (Lauver, 1992) of 
beliefs, affect, utility, norms, habits, and external conditions surrounding breast cancer 
screenings.  Lauver (1992) asserted that psychosocial variables and promoting conditions 
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enhance the probability of screening.  The long-term goal of the study was to expand the body of 
literature regarding breast cancer screening and preventative care and provide the stakeholders 
with information about how to best utilize their resources to serve women of color, and women 
in general, by contributing answers to the central research question: 
RQ: Why women of color choose or refuse to participate in breast cancer screening?  
Additional sub-questions are:   
SQ1: What would discourage women of color from obtaining breast cancer screening? 
SQ2: What suggestions do women of color have for making breast cancer screening 
easier for women to attend?  
SQ3: What would motivate women of color to obtain breast cancer screening?  
Significance to Nursing 
Of critical importance for health professionals was to understand how patients’ 
perceptions of breast cancer screening influenced their decisions to participate. Determining the 
answer to this question can be helpful for understanding and identifying knowledge deficits and 
resources for the enhancement of client-centered services to promote better women’s health.  
Innovative approaches to increase breast cancer screening and early detection will rely, in part, 
on understanding the participating women’s perspective about breast cancer screening programs 
within the communities in Washington State. 
Conceptual Framework 
Of the many theoretical approaches used to explore breast cancer screening, the theory of 
care-seeking behavior (Lauver, 1992) was chosen. It as a heuristic framework that incorporates 
the human factor of psychosocial health behaviors  which accounts for the decision of women to 
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participate in cancer screening.  The theory of care-seeking behavior engages primary and 
secondary prevention to address screening behaviors (Lauver, 1992). 
The intention of the study was to understand the perceptions of women of color through 
exploration of the theory of care-seeking behaviors surrounding breast cancer screenings.  The 
theory of care-seeking behavior (Lauver, 1992) referred to the expected outcomes of care-
seeking behavior for getting breast cancer screening and the value of the outcomes.  Perceptions 
are interconnected to beliefs, affect, utility, norms, habits, and external conditions.  The affect 
referred to care seeking behaviors associated with emotions experienced with breast cancer 
screening.  Expectations and values of the outcome or utility is the worth of the act.  The norms 
referred to personal and social agreement to engage in care-seeking behavior.  Habits referred to 
the usual behavior related to care seeking and as influenced by experiences.  Facilitating or 
external conditions referred to objective or locus of control measures supporting the ability to 
seek care.  An example of external conditions was having medical insurance or adequate 
transportation to participate in mammogram screening (Lauver, 1992).  Lor, Khang, Xiong, 
Moua, and Lauver (2103) suggested that if the conditions are not present, the result is a barrier; 
when conditions are present, they facilitate care-seeking behaviors.  Insurance, transportation, 
geographic location, and finances were examples of facilitators of care, and barriers to care if 
absent.  The theory of care-seeking behavior posits that a series of psychosocial variables that 
can help explain why some women choose or refuse to participate in breast cancer screening 
programs.  A graph representation can be found in Appendix D (Lauver, 1992; Triandis, 
1980,1982). 
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Literature Review 
Recent research findings revealed that cultural beliefs, attitudes, norms, and external 
conditions are underlying factors in facilitating and deterring breast cancer screening (Fayanju, 
Kraenzie, Drake, Oka, & Goodman, 2014; Lor, Khang, Xiong, Muoa, & Lauver, 2013; Tejeda, 
Thompson, Coronado, & Martin, 2009; Tsu-Yin, Scheffer, Lee, & Corinne, 2011).  Fayanju et al. 
(2014) investigated the perceived barriers to free mobile breast cancer screening among over 
8,900 underserved non-Hispanic and Hispanic women, using an outreach registry to locate the 
participants. Researchers found that despite the allocation of free services, perceived restraints to 
getting a mammogram included a fear of cost, hearing discouraging news, and pain associated 
with the mammogram (Fayanju et al., 2014).  Furthermore, the study findings revealed that 
older, low-income African-American women reported a fear of cost, even when a mammogram 
was free or had only a marginal fee.  The study findings concluded that targeted education and 
outreach are important contributors to maintaining breast health among women of color (Fayanju 
et al., 2014).  Previous study findings revealed the importance of community advocacy as 
essential in the continuance of breast cancer screening among African-American, Asian 
American, and Hispanic women (Moy, Park, Feibelmann, & Weissman, 2006).  Cultural beliefs 
played a significant role in the decision to screen.  O’Donnell, Goldstein, DiMatto, Fox, and 
Cameron (2010) examined the significance of women’s attitudes and health beliefs about breast 
and colorectal cancer practices among 905 women aged from 50 to 80 years.  The retrospective 
exploratory investigation found that psychological distress had a negative effect on the decision 
to obtain breast cancer screening (O’Donnell et al., 2010).  Lor et al. (2013) used the theory of 
care-seeking behavior as a theoretical framework to study the beliefs, feelings, norms, and 
external conditions regarding breast and cervical screening among a sample of 16 Hmong 
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women from 24 to 73 years.  Lor et al. (2013) asked participants semi-structured questions in a 
group setting about the women’s beliefs, feelings, norms, and external conditions.  The 
participant’s responses, gathered via note taking or audio recordings, were categorized using 
content analysis.  The results revealed participants’ uncertainty about breast and cervical cancer 
etiology and Western medicine.  The women felt embarrassed by unclothing while listening to a 
figure of authority explaining the screening process (Lor et al., 2013).  External barriers included 
limited health communication literacy with interpreters, providers, and the women’s 
unfamiliarity with American socio-cultural norms and customs.  Through conducting the study, 
Lor et al. (2013) revealed the importance of conducting patient-centered, culturally specific 
screenings that address salient beliefs, norms, and external conditions to produce successful 
screening habits. 
The findings by Lor et al. (2013) aligned with Tejeda et al. (2009) who conducted a 
qualitative study of 40 Hispanic women aged 50 and over to examine the barriers and facilitators 
of breast cancer screening and social relationships.  The women in the study avoided having a 
mammogram because of multiple factors, including a perceived low risk of contracting breast 
cancer, lack of time because of work and family responsibilities, a perception of the 
mammogram as a painful procedure, lack of insurance, lack of knowledge, and fear of a cancer 
diagnosis.  The decision to have a mammogram was based upon knowing a relative with breast 
cancer, a recommendation from a female provider, receiving education about breast cancer risk 
factors and screening, the influence of others, and social networks, such as a supportive spouse 
(Tejeda et al., 2009).  Tsu-Yin et al. (2011) used a focus group for a qualitative study to explore 
the perceptions, knowledge, and belief systems of 11 Asian Indian women in the American 
Midwest and found that their major barrier to breast cancer screening was fear.  Fear prevented 
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engaging in this health promotion behavior because of a limited understanding and knowledge of 
the screening process.  Other barriers included negative experiences and the unavailability of 
breast cancer screening.  Facilitators of screening were the realization that being in good health 
allowed women to care for family; watching friends suffering with cancer; and recommendations 
from healthcare providers, friends and family; and social relationships (Tsu-Yin et al., 2011).  In 
summary, the most frequent barriers to breast cancer screening were fear, cultural issues, 
communication, language barriers, health illiteracy, failure to understand the medical system 
processes, lack of insurance, low-income, poor, or inadequate knowledge about breast cancer 
screening, skepticism about the physician and hospital institution, pain and embarrassment, the 
absence of physician recommendation in the treatment plan, and transportation (Alexandraki & 
Moorandian, 2010).  Deep-seated cultural beliefs and lack of knowledge also delayed follow-up 
care after screening, leading to a higher risk of invasive breast cancer (Harris, Miller, & Davis, 
2003).  Therefore, physician and patient communication was essential to breast health 
maintenance because it promoted behavior that supported health (Tejeda et al., 2009).  Most 
research findings substantiated the collective broad perceptions derived from experiences 
manifested from within individual’s beliefs, affects, norms, habits, and external conditions, 
which influenced the decision to screen or not to screen. 
The findings from the literature review revealed the need to explore the perceptions of 
women of color because there was a high incidence of invasive breast cancer and lower survival 
rates among women of color.  The findings from the review also aligned with the findings  in a 
community needs assessment in 2011 by Puget Sound Affiliates of Susan G. Komen® (2011), 
which concluded the lack of trust, poor provider and patient communication, lack of insurance, 
cultural beliefs and financial issues influenced breast cancer screening.  
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Methodology 
Research Design 
     This was a secondary analysis of qualitative data previously collected from five focus groups 
and interviews with 68 women. The interviews explored barriers and resources of four targeted 
counties with the greatest need for improved breast health strategies.  The researcher conducted 
the analysis from qualitative data collected by a third party.  For this qualitative analysis, 
interviews from five focus groups helped to explore perceptions of women of color concerning 
breast cancer screening who resided in Washington State from July 2014 to December 2014.    
Participants 
The collected qualitative data came from 68 women of color between the ages of 25-74, 
who resided in four out of the 16 counties. The participants’ recruitment involved purposive and 
snowball sampling.  Purposive sampling allowed the selection of the best-fit participants to 
employ a greater understanding of breast cancer screening efforts in the communities (Creswell, 
2012).  Snowball sampling is a purposive sampling where one participant helps recruit other 
individuals to participate in the study (Speziale & Carpenter, 2007). The BCCHP Prime 
Contractor suggested other community leaders who in turn led to the gathering of focus group in 
the target counties. The prime contractors were regional organizations that coordinate with 
providers in the sixteen counties in Washington State to screen women via the mobile van 
service. The inclusion criteria were women of color from ages 25 to 74 from King, Pierce, Grays 
Harbor, and Snohomish counties in Washington State. The women of color for this study was 
defined as African American (Black), Pacific Islanders (Samoans) and Hispanics. The subgroup 
included people of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish 
culture or origin regardless of race. 
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Setting 
The focus group interviews took place in Washington State at community centers and a 
church in the four counties of interest.  Three target counties (King, Pierce, and Snohomish) have 
the largest population and makes up over 73.9% of the 16 counties served (Puget Sound Affiliate 
of Susan G. Komen®, 2014).  The greatest number of invasive breast cancers at advance stages 
occurs within the various areas mentioned despite lower proportions of poverty and more insured 
women.  Grays Harbor County is one of the 19th most populated counties in Washington State 
(Puget Sound Affiliate of Susan G. Komen®, 2014).   
Collecting demographic information was not part of the focus group interviews; 
therefore, anonymity and confidentiality were maintained.  Each focus group included 
approximately 4 to 24 participants.  Using focus groups was beneficial when discussing 
sensitive, topics such as breast cancer screening, because individuals can share experiences 
through validation and identification within the group discussion.   
 The Affiliate Mission Program Director of Puget Sound Affiliate of Susan G. Komen® 
conducted the African American and Pacific Islander focus groups. A staff affiliate member 
conducted the Hispanic focus groups.  
Participants received an explanation of the data collection, study purpose, procedures, 
benefits, and notification of recordings prior to conducting the study.  The permission to 
interview required verbal consent, of which the participants willingly provided.  The participants 
received information about the study and the verbal assurance of confidentiality.   
Data Analysis Strategy 
Although the community needs assessment was near completion, the third party owner of 
the data granted permission in writing to review notes, recordings, and transcripts of the 
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collected data from the five focus groups interviews.  The researcher reviewed notes, listened to 
recordings, and transcribed the data for accuracy.  Each group was assigned a numerical value 
for anonymity.  The transcripts were read and re-read three times.  The process required 
journaling to organize the data to engage in reflections, inquiry and make revisions for clarity as 
needed.   
 In addition, two of the focus groups completed a questionnaire regarding barriers to 
breast cancer screening (Appendix E, Puget Sound Affiliate of Susan G. Komen®, 2011). 
Examples of identified barriers included lack of insurance, lack of cultural sensitivity, and health 
illiteracy and were useful in understanding findings from focus groups. 
Procedures 
The collected data were from interviews with five focus group from July 2014 to 
December 2014, as part of a community needs assessment, and the agency granted permission to 
analyze the data.  The focus group participants were African-American, Hispanic, and Pacific 
Islander.  The data review and analysis site occurred at the local site of the agency in a secure 
location.  The collected data eligibility criteria included women of color living in the Washington 
State within the four counties in which a high proportion of invasive breast cancer was diagnosed 
at advanced stages.   
The Drexel University Institutional Review Board provided approval to analyze the data.  
This qualitative analysis explored the existing data for participants’ perceptions regarding breast 
cancer screening, with the goal of generating efforts to improve utilization of breast cancer 
screening and breast healthcare within communities.  The participants had numerical values for 
identification; thus, excluding individual participant’s names for privacy and confidentiality.  
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The confidential data were stored on a secure computer with active anti-virus software in a 
locked office. 
A thorough review of the collected data was important to a gain a deeper understanding 
of the perceptions of breast cancer screening.  The review started with organizing the data from 
the focus groups interviews.  A review of the notes, questionnaires, recordings, and transcripts 
occurred three times for accuracy and for emerging common ideas, thoughts, and experiences.   
Data Analysis 
Content analysis was utilized to analyze the narrative data and give voice to study 
participants regarding their perceptions of breast cancer screening. This approach was best suited 
for the research question because it allowed exploration of meanings from the focus group 
interviews, previously collected.  Unit of analysis and categories defined this approach (Weber, 
1990).  The unit of analysis included key words or phrases that were identified through reading 
and re-reading the data then placed into categories or words with similar meaning (Weber, 1990) 
Qualitative content analysis provided a systematic method for analyzing subjective data from the 
text for research through assigning codes and identifying patterns (Hsieh & Shannon, 2005).  
Content analysis required coding certain words, pinpointing patterns, and interpreting the 
meanings from the collected data (Miles & Huberman, 1994).  During data analysis, the 
researcher explored the data and asked questions to ensure that findings align with the 
participants’ statements (Speziale & Carpenter, 2007).  Initial coding begun with jotting codes or 
words in the margins of the paper.  The units of analysis or codes were reduced from a 
preliminary code to a final code using First Cycle coding, after which, comparisons and links are 
made to form categories (Saldana, 2013).  Codes were sorted to identify patterns and sequences 
for theme development.  According to Littman (2010) the consolidation process involved the 
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generation of 80-100 codes, up to 20 categories and subcategories synthesized to an average of 
six themes.  Content analysis yields a summary from themes that extend knowledge (Hsieh & 
Shannon, 2005).  Microsoft Office Excel software was used to manually analyze the data. 
NVivo10™ is a qualitative data analysis computer software program used to confirm 
codes, verify relationships and links in the data, and identify any new information (QSR 
International, 2015).  The interviews were downloaded into the internal unit, queried to identify 
words or phrases supporting the research question, and nodes (codes) helped to identify patterns 
for themes. 
Trustworthiness of Data 
Trustworthiness in qualitative inquiry was essential for study rigor.  The subjective aspect 
of this approach yielded various interpretations; thus, possible misinterpretation of the data could 
occur.  Peer debriefing and triangulation established credibility of the study findings.  In 
addition, focus group methodology allowed for within-group clarification and validation of 
experiences.  Repeated reading of transcripts after repeated reviewing of the notes, questionnaire, 
and recorded interviews established rigorous data analysis that lend to credibility of study 
findings.  The rigor of documentation occurred through a systematic method to ensure 
correlation from the research question to implication (Creswell, 2012).   
Working with the third party owner of the data, there were multiple occasions to discuss 
the research proposal, review, and confirmed the findings of the analysis from the focus group 
interviews.  The mentor for the clinical practicum was a Family Nurse Practitioner who 
specialized in women’s health, has a doctorate in nursing practice, was a provider within a 
privately owned practice, and provided breast and cervical cancer screening for Washington 
State.  Peer debriefing took place with the mentor who has experience in qualitative research and 
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was not involved with the study.  There was easy accessibility to the mentor and to the owner of 
the qualitative data to ask questions and validate. There were telephonic meetings with the 
department chair and chair to discuss the proposal and the analysis of the codes grouped into 
categories/themes found from recurring patterns within the data.  Inconsistency in findings 
involved comparison and discussion to resolve any discrepancy.   
Reflection occurred during the analysis to avoid assumptions about the data.  Bracketing 
is setting aside one’s own perceptions and opinions to gain fresh perspective and openness to 
broader analysis (Creswell, 2012).  I consciously knew my own perceptions of breast cancer 
screening as a women’s health nurse practitioner provider for 30 years, as a breast cancer advisor 
for the local community, and had a personal experience with the death of two relatives from 
breast cancer.  This was an important part of the process of reflection to set aside personal biases 
or assumptions during the analysis of the data. 
Protection of Human Subjects 
Drexel’s Institutional Review Board (IRB) reviewed and approved the request to analyze 
the data.  The qualitative analysis involved de-identified transcripts.  The copyright owner of the 
data provided written permission to analyze the qualitative data for the exploration of the 
perceptions of breast cancer screening of women of color for a quality improvement process.   In 
addition, the data investigated quality improvement processes to improve breast cancer screening 
within four counties.  The analysis took place in a confidential location at the local regional 
agency office.   
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Evaluation 
The results provided information about the perception of breast screening practices 
among women of color in the focused Greater Metropolitan Areas: King, Pierce, Snohomish, and 
Grays Harbor.  The findings involved comparison of the literature review and previous agency 
2011 report.   Educational support to improve breast health is an ongoing need.    
Women experienced barriers to screening that were influenced by perceptions, culture, 
language, and organizational systems.  The literature review and previous report from the 
community needs assessment in 2011 revealed the need for continued in-depth look at the 
perceptions of the women of color within the focused communities.  A better understanding of 
the perceptions of breast cancer screening among women of color was required for additional 
utilization of patient-centered and tailored interventions.  The intent of the qualitative data 
analysis was to recognize why women of color participate in breast cancer screening to provide 
feedback to the stakeholder to highlight areas of breast health needs for women of color in four 
counties. 
Results 
There were 68 women recruited to participate in five focus groups to order to investigate 
the needs and gaps of women within four target communities with high proportion of breast 
cancer pathology.  Ages of the participants were from 25 to 74.  The ethnicity of the women was 
African-American, Hispanic, and Pacific Islander.  I read and re-read the transcripts from the 
focus group interviews and discovered perceived needs to improve breast cancer screening.  
 
 
 
AN EXPLORATION OF PERCEPTIONS ABOUT BREAST CANCER SCREENING 24 
 
Theme 1.  Expectation of Cultural Compassion to Promote Health 
As the population grows, diversity increases with varying belief systems about 
healthcare.  Cultural sensitivity and awareness was essential to care.  The women reported that 
understanding their culture was an important aspect of getting breast cancer screening.  A more 
meaningful patient experience was gained through an understanding of who they are as an 
individual with a cultural perspective.  Their experience was viewed as negative if cultural 
compassion was not involved in the healthcare process, leading some to avoid screening.   
As stated, “There is a need for more women providers and ethnic providers for ethnic 
groups.  Women of color need someone to help navigate the system.  Someone that looks 
like them.  Women love to see different ethnic groups or a woman that looks like them.  
They have issues if this does not happen” [sic] (Participant 3).   
Cultural differences existed among women of color as one women requested a 
female presence. She stated, “Or maybe they had a bad experience.  I stop going to the 
doctor because one time they sent a male interpreter and they said to me not to worry 
because he would be behind the door and couldn’t see anything.  I didn’t like that.  We 
should have more female translators” [sic] (Participant 2).  
Theme 2.  Inadequate Communication 
The women did not experience feelings of validation and connectedness with the medical 
establishment when the communication was viewed as poor.  Communication defined the 
choices made in caring for the self.  The women wanted communication that is encouraging, 
tactful, demonstrates active listening, and explanations.  
The participant shared the following, “This is true most doctors don’t explain anything to 
you. The only thing they like to do is give you a prescription.  Sometimes I would like to 
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ask them or explain myself much better but they do not pay more attention” (Participant 
13). 
Quality communication was health promoting as evidenced by the following 
statement by another participant:  She stated, “The provider is frank and could be more 
tactful during communication.  I prefer encouraging communication” (Participant 6). 
Theme 3.  Unclear Understanding Due to Lack of Knowledge about Breast Cancer 
Screening 
There was inadequate knowledge about breast cancer screening among women of 
color and a need to know more about it.  Confusion existed about breast cancer screening; 
when to screen, or if to screen.  Breast cancer screening recommendations are 
controversial as there was differing opinion about when to obtain a mammogram by 
organizational agencies.  There was a desire to be an informed individual about breast 
health maintenance to avoid information that may not be correct.  She stated,  “Latina 
women need more accurate information about prevention, where to go for financial 
resources and the myths about breast cancer” (Participant 5).  Another participant 
reported: “If we do not get informed, how can we help ourselves?  How can we change 
this?” (Participant 11). 
Theme 4.  Propose and Strengthen Partnerships to Bridge Gaps 
     The new healthcare system needed partnerships within the community to bridge 
knowledge gaps through education.  Outreach workers and patient navigators were a 
means to bridge the gap by providing education and coordinated events for breast 
awareness and breast cancer screening.  There were challenges maneuvering through the 
medical system in general, and with the Affordable Care Act and expanded Medicaid 
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there were misperceptions related to the necessary paperwork to become insured and 
receive breast cancer screening services.  One participant reported “A vision for the 
community is working together: Susan G. Komen and Milgard Breast Center working 
together.  Have community engagement through organization working together; a group 
working together to make an impact.  There should be someone embedded with Puget 
Sound Affiliate of Susan G. Komen® to navigate.  The community has to take charge 
and stamp out breast cancer.  The vision is to get together for a united plan” [sic] 
(Participant 1). 
Theme 5.  Perceived Barriers to Access to Healthcare that Prevents Self Care 
The day-to-day life processes were linked to the decision to have breast cancer screening.  
Some of the reasons women omitted mammography were fear of cancer, deportation, unable to 
fit their schedule, felt not needed, pain and cost.  The participants wanted trust among the 
medical establishment; and without it, there was skepticism about the breast cancer screening.   
She stated, “Fifteen years ago, I worked with the American Cancer Society and invited 
Black women to get free mammograms.  Research is being used as Guinea pigs and 
things are being put in the system.  There was a lack of trust.  Over 3 years only 10 Black 
women got mammograms [sic].  There is a stigma” [sic] (Participant 2). 
Another participant explained: “It is very difficult to have medical services, especially 
when you do not have money to pay for the cost of the service, as well as, the cultural 
and language barriers” (Participant 18).  
Limitations 
There were strengths and weaknesses to analyzing qualitative data collected by a 
secondary data source.  The researcher relied on the data collection method of another group and 
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was not involved in the design of the study.  The participants were a sample purposively selected 
by the community health leaders.  
Focus groups allowed individuals to discuss issues and point of views in an interactive 
environment through group dynamics (Krueger & Casey, 2009).  Focus groups also allowed the 
exchange and collection of information about beliefs and habits.  Breast cancer screening was a 
sensitive subject, and individuals may be reluctant to share true feelings, particularly if the topic 
is culturally taboo: however, the focus group dynamic encouraged discussion (Krueger & Casey, 
2009).  The qualitative approach is context-driven and lacks generalization (Creswell, 2013).   
Discussion 
This qualitative analysis explored the perceptions of breast cancer screening among 
women of color from four counties in Washington State. Internal and external factors facilitated 
or deterred breast cancer screening participation. A final analysis of the data from the transcripts 
concurred with findings within the literature review. The previous studies revealed frequent 
barriers to breast cancer screening which included fear, cultural issues, inadequate 
communication; language barriers, health illiteracy, failure to understand the medical system 
processes, lack of insurance, limited knowledge about breast cancer screening, skepticism about 
the physician and hospital institution, pain and embarrassment, the absence of physician 
recommendation in the treatment plan, and unstable transportation (Alexandraki & Moorandian, 
2010; Puget Sound Affiliate of Susan G. Komen®, 2011). 
 The women reported that cultural awareness was pertinent to participating in breast 
cancer screening. Cultural beliefs played a significant role in the decision to screen. Findings 
support the work of Lor et al. (2013) who reinforced the significance of culture specific 
sensitivity when Asian women felt uncertainty about breast cancer etiology and embarrassment 
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by perceived authoritative behavior when confronted by Western socio-cultural norms, of which 
they were unfamiliar. Lor et al (2013) revealed the importance of conducting culturally specific 
and patient centered breast cancer screening to produce successful screening habits.  Cultural 
competency training was suggested as a plausible method to understand the cultural wholeness 
of the woman.   
Communication was significant for the women when seeking care; they wanted to be 
heard, but felt ignored and disconnected when there was little or no explanation of what was 
taking place during a provider visit, lack of skilled interpreters, and inconsistent provider body 
language.  The women wanted to be seen, heard, and validated. This study was similar to study 
findings where Hispanic women avoided participation in breast cancer screening because of poor 
communication with the provider (Tejeda et al., 2009). Communication that is met at the 
women’s level of comprehension was deemed as a viable process toward breast cancer 
screening. Adequate communication encouraged the women to participate in breast cancer 
screening (Lori et al., 2013; Tejeda et al., 2009). 
Breast cancer screening education required ongoing improvement. Fayanju et al. (2014) 
found targeted education and outreach were important contributors to maintaining breast health 
among women of color.  The women of color had an expectation of understanding breast cancer 
screening better; when to participate in breast cancer screening and why breast cancer screening 
was important to self-care.  Most importantly, there was a lack of understanding of the new 
healthcare system to fully participate in self- care, which included preventative screening 
services, continued coverage, deductibles, and the application process.  The Affordable Care Act 
covers breast cancer screening at no cost. It pays for annual mammograms starting at age forty 
without a deductible. The Bronze Plan was one of four standard categories in the health 
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insurance marketplace that offered the minimum for low premiums but the highest out of pocket 
expenses for healthcare provided. The insurance is responsible for sixty percent of the cost, while 
the consumer pays forty percent. In addition, the expenses paid for healthcare are capped and out 
of pocket expenses incur (Healthpocket, Inc., 2015). Whereas, the Affordable Care Act may 
require cost for diagnostic screenings, copays, and deductibles; programs and nonprofit 
organizations such BCCHP are available as a safety net to provide financial services and 
resources to women that are in need (Puget Sound Affiliate of Susan G. Komen®, 2011; 
BCCHP, 2014). 
The women asked, “What should I do?” as a recurring theme. It was important for 
providers to be consistent and well informed in their message about screening, despite the 
controversy that surrounds when to start breast cancer screening by the governing organizations. 
The interviewers embraced an interest to understand the complexities of evidence-based breast 
cancer screening and wanted to play a major role in self-care. Education requires continued 
enhancement and redefining to reach community wide through partnership.   
Proposed partnerships and strengthening community relationships were perceived as a 
promising way of advocacy to bring awareness of breast cancer screening to women of color. 
The health institutions contribute to research and technological advances that seek to improve 
breast cancer screening.  The local businesses provide donations and events that support breast 
cancer awareness.  The increase in the number of local businesses and healthcare institutions 
would be beneficial and act as a gateway for advocacy.  The partnerships of supportive 
individuals such as patient navigators and outreach workers within the communities who are 
aware of the community needs were imperative to provide education that is culturally specific 
and curb myths that impede self-care efforts. Partnerships within the communities strengthen 
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knowledge and create stronger forces to fight against breast cancer (Puget Sound Affiliate of 
Susan G. Komen ®, 2011). 
In conclusion, the analysis revealed education was a priority and remains a gap to impact 
breast health in the target communities.  In the context of the new Affordable Care Act, outreach 
activities through partnership efforts in the communities are necessary to provide education.  
Advocacy through patient navigators and outreach workers are needed to assist the women. 
Partnerships with organizations within the target communities are steps to improve breast cancer 
screening and breast health in the communities.  Based upon the previous community needs 
assessment for 2011 there was a need for ongoing tailored interventions to improve breast cancer 
screening through outreach and patient navigators.  The implementation of a lead patient 
navigator or outreach worker embedded at the local agency site of the stakeholders to oversee 
standardized education would provide an opportunity to address breast cancer screening needs 
through coordination with partners at greater lengths.  Patient navigators are suitable for 
facilitation and coordination of comprehensive health services through education within the 
target communities.  This effort will take form in each community, within the transportation 
systems, through media, through church events, workshops, health fairs, and pertinent 
community events to bring awareness of the need to participate in breast cancer screening.  The 
findings from this qualitative analysis supported ways to improve health outcomes, address 
specific cultural barriers, and determine utilization resources from subjective experiences in the 
era of the new health care system. 
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Implications 
Understanding the perceptions among women of color provided an opportunity to 
influence breast cancer screening decision-making within the community.  The provision of 
feedback from the focus groups interviews was significant for health disparities and health 
promotion.  The women voiced their concerns about the health care system, clinical matters, and 
personal views about breast cancer screening.  The literature review and previous community 
needs assessment in 2011 revealed barriers to screening, which included poor communication 
with providers, lack of knowledge, cultural sensitivities, need for more education about the 
healthcare system and fear of getting a mammogram.  The women of color in the targeted 
communities required assistance to avoid getting lost in the new health care system and from 
managing breast health blindly.  Reengineered strategic planning for collaborative partnership 
within the community was important in the support of breast health promotion.  Outreach was an 
essential component for the community to facilitate and coordinate self-care assistance for 
women of color and bridge educational gaps. 
Enhancing existing programs like the utilization of patient navigators provides a useful 
tool to reach more women in the community.  The patient navigator is an evidenced based role 
that is useful for advocacy, coordination of care and reducing barriers to healthcare such as 
distrust for providers and the healthcare institutions (Natalie-Pereira, Enard, Nevarez & Jones, 
2011).  Implementation of a lead patient navigator embedded within the organization to promote 
educational outreach activities and partnership within the communities is needed.  These 
individuals would be pivotal in standardizing efforts for the target communities.  The 
standardized effort goal would be to impart knowledge from a cultural, language, and health 
literacy perspective in each community by others in the community with oversight of a lead 
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patient navigator.  A future study is necessary to investigate the impact of the Affordable Care 
Act on breast cancer screening among women and its effect on the Healthy People 20/20 
objective of reaching over 81% breast cancer screening.   
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Appendix C 
Figure 2 
Women Less Likely to Survive Beyond 5 years by 
Counties 
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Appendix D 
A Theory of Care-Seeking Behaviors 
 
 
 
 
 
Figure 1: Model of Theory of Care-Seeking Behavior. (Lauver, 1992; Triandis, 1980, 1982) 
aAdapted from “A Theory of Care-Seeking Behavior,” by D. Lauver, 1992, Journal of Nursing 
Scholarship, 24 (4), 281-288. 
bAdapted from “Values, Attitude, and Interpersonal Behavior,” by H. Triandis, 1980, In H. E. 
Howe & M. M. Page (Ed.), Nebraska symposium on motivation, 1979.Lincoln, Nebraska: 
University of Nebraska, 195-259. 
cAdapted from “A Model of Choice in Marketing,” by H. Triandis, 1982, In L. McAlister (Ed). 
Choice models for buyer behavior. Greenwich, Connecticut: JAI Press, Inc., 147-163. 
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Appendix E  
Survey 
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